Internal medicine residency training is demanding and residents can experience a wide variety of professional and personal difficulties. Residency programs everywhere have had and will continue to have problem residents. Training programs should be equipped to effectively identify and manage residents who experience problems. Previous articles that have been published on the topic of problem residents primarily addressed concerns such as impairment due to depression and substance abuse. The content of this article is derived from a comprehensive review of the literature as well as other data sources such as interviews with program directors and workshops at national professional meetings. This article focuses primarily on four issues related to problem residents: their identification, underlying causes, management, and prevention. The study attempts to be evidencebased, wherever possible, highlighting what is known. Recommendations based on the synthesis of the data are also made. Future ongoing studies of problem residents will improve our understanding of the matters involved, and may ultimately lead to improved outcomes for these trainees.
T he American Board of Internal Medicine (ABIM) defines a problem resident as``a trainee who demonstrates a significant enough problem that requires intervention by someone of authority, usually the program director or chief resident.'' 1 Problem residents are ubiquitous (present in 94% of internal medicine residency programs during the academic year 1998 ± 1999) and are moderately prevalent (7% of internal medicine residency trainees). 2 They can be found in all types of residency training programs Ð large and small, community-based and university-affiliated, psychiatric and surgical. Problem residents are challenging to the residency program directors, attending physicians, and often their fellow trainees. They can threaten the integrity of a training program and can negatively influence the residency training experience for other trainees.
3±5
The goal of an internal medicine residency program is to train and prepare newly graduated medical students to become competent internists. Since 1972, the ABIM has relied on residency programs to evaluate the readiness of eligible candidates for certification. Accordingly, attempts have been made to standardize resident evaluation at the program level. After the identification of a problem resident, program directors often have to help facilitate the successful remedy of the problem in order to recommend the resident for promotion, graduation, and certification.
This report may help to provide a better understanding of the issues related to problem residents, thereby supporting residency program directors, medical educators, and residents themselves. This article reviews the literature, and provides perspectives and recommendations from other sources to comprehensively examine four vital issues related to problem residents: identification, underlying causes, management, and prevention.
METHODS

Literature Search
Databases, including MEDLINE (years 1966 ± 2000) , PsychINFO (1977 PsychINFO ( ± 2000 , ERIC (1966 ERIC ( ± 1999 , and Health-STAR (1975 ± 2000 , were searched using and combining the MeSH terms``Internship and Residency'' and``MedicalResidency'' with (1)``Drug Abuse/Addiction/Dependency/ Usage,''``Alcohol Abuse/Alcoholism'' (yield, 27 articles), (2)`S tress,''``Occupational Stress,''``Stress Management,''`C oping Behavior'' (yield, 109 articles), and (3)``Behavior Problems,''``Psychological Phenomena,''``Mental Disorder,''`D epression,'' and``Affective Disturbances'' (yield, 101 articles). A search of these databases for articles containing the textword``problem resident'' or``resident in difficulty'' was also performed. The bibliographies of the retrieved articles were also examined for relevant articles. Abstracts of articles were reviewed and selection criteria included English language and studies involving issues related to resident welfare. Excluded were editorials and studies reporting on residencies outside of North America.
Additional Sources of Information
Other resources, including (1)``Chief Residents' Workshop on Problem Residents'' organized by the Association of Program Directors in Internal Medicine, (2) a workshop entitled``A Systematic Approach to the Problem Resident'' at the 1999 Society of General Internal Medicine National Meeting, and (3) the ABIM's Guide to Evaluation of Residents in Internal Medicine, have also been incorporated in this manuscript.
1,6±8 To our knowledge, no other information has been published. To gain additional perspective and insight, 45-minute focused interviews with six internal medicine program directors (three university-based and three communitybased programs) in Maryland were conducted. The interviews were structured around open-ended questions dealing with the prevalence, identification, management, and outcomes of problem residents in their internal medicine residency programs. The interviews were audiotaped and transcribed.
The authors' perspectives, which have been influenced by reading the published literature, attending the workshops, and interviewing the regional program directors, are also presented in several sections of the manuscript.
RESULTS
Results of Data Collection
Using the searching strategy stated above, 266 citations were identified. The majority of manuscripts were thought pieces with few empiric studies. Almost all studies were surveys. After reviewing the titles and abstracts, 96 citations met our inclusion criteria and were noted to be relevant. These articles were retrieved and reviewed. Fifty-nine articles contained pertinent information germane to one of the topics covered in this review and are referenced throughout this paper. Of these, 33 were surveys in which questionnaires were given to the house officers, 4 papers described interventions that were developed to have an effect one of the underlying causes, 14 were review papers, and 8 manuscripts could be classified as perspective pieces. The first 8 references 1±8 explore various issues related to problem residents, including their identification, some of the possible underlying causes, and potential management strategies. The other manuscripts focus largely on one of the underlying causes (e.g., depression or substance abuse), often describing its prevalence among a cohort of house officers as well as some suggestions for the identification or management of the problem.
Other data, including the interviews, workshops, and guidelines, were complementary and largely consistent in their views and approaches to identification, discovery of underlying causes, and management of problem residents. In the manuscript, statements that are not referenced come from these additional sources of information combined with the authors' perspectives.
Terminology
Problem residents usually manifest difficulties in one or more of the ABIM's seven areas that relate to clinical competency: clinical judgment, medical knowledge, clinical skills, humanistic qualities, professional attitudes and behavior, medical care, and moral and ethical behavior. 1 Various terminology, such as``resident in difficulty'' or`i mpaired resident,'' have been suggested as substitutes for problem resident, in the hopes of eliminating pejorative connotations related to the latter term; however, the proposed alternatives may also be viewed as disparaging. Problem resident is the term commonly used and specifically defined.``Resident in difficulty,'' while perhaps less pejorative, has no commonly accepted definition.``Impaired resident'' often connotes substance abuse. In this review article, we will use the term``problem resident'' to describe a resident with a performance deficiency in at least one of the seven areas of clinical competencies that the ABIM evaluates that is not corrected after a single intervention.
Prevalence
Very little data are available on the prevalence of problem residents within internal medicine residencies. The ABIM, through on-site visits, has estimated that eight to fifteen percent of residents have serious problems. 8 Tracking data of first year residents by the ABIM in 1993 revealed that while four percent were unsatisfactory or marginal, fourteen percent of the``satisfactory'' residents left the training program. 6 This dropout rate raises the question of whether some of the``satisfactory'' residents may have experienced significant difficulties. A recent study that surveyed internal medicine program directors found a point prevalence of seven percent during academic year 1998 ± 1999 in internal medicine residency programs.
2
The 6 internal medicine residency program directors interviewed believed that the prevalence of problem residents has remained stable during recent years.
Identification
In the aforementioned study, program directors stated that problem residents half the time or more frequently had insufficient medical knowledge (48%), poor clinical judgment (44%), and inefficient use of time (44%). The most frequent processes by which problem residents were discovered included direct observation (82%) and critical incidents (59%). Chief residents and program directors most frequently identified the problem residents (84% and 74%); problem residents rarely come forward themselves (2%). 2 No other empiric data are available in the area of identification, and the following is a compilation of material from workshops, interviews, and the authors' perspective. Attending physicians who work closely with the residents during month-long rotations also commonly identify problem residents. Thus, it is important for attending physicians to complete and return evaluations in a timely fashion, and to communicate with the program director in person any concerns they have about an individual resident. Advances in technology, such as computerassisted blinded evaluations, may improve the return rate and quality of written evaluations. 9 Other ways in which problem residents are routinely noted or discovered are listed in Table 1 . The program director is usually the contact person for other faculty members when a problem resident is identified. A policy of accessibility of the program director to the faculty may facilitate early notification. Regularly scheduled`c linical competency committee'' meetings attended by the program director and several core faculty members are also perceived as helpful. In overseeing resident performance, the committee functions as a check and balance to the program director, serves as a forum for discussion and problem-solving, and recommends specific courses of action. This system permits the program director to serve as the main coordinator of evaluations, while relieving him or her of the sole responsibility for analysis and intervention.
While a single``critical incident'' sometimes suffices to put a resident into the problem resident category, the interviewed program directors believed that a sequence of less serious events pointing to the pattern of poor performance or deficiency is more common. It has thus been recommended by the program directors and in workshops that once deficiencies are noted, close observation and follow-up are necessary and critical.
After a trainee has been identified as a problem resident, it is the responsibility of the residency program to discover the cause for the suboptimal performance. The first step involves data collection. It is recommended that the program director meet with the parties involved (i.e., resident and attending-physician) to flush out the facts and the different points of view. The second step relates to assessment. The program director should determine the gravity of the situation, focusing both on the individual resident and the impact on the residency program. It is preferable for the problem resident and the residency program to collaborate in order to come to a mutual understanding of the issues involved, rather than interact antagonistically. The program director should keep in mind the possibility that the problem may not rest solely on the resident, but may be a function of the residency program.
Potential barriers to more effective resident performance such as cultural differences in philosophy and expectations, language difficulties experienced by some international medical graduates, and gender-specific issues (such as pregnancy) warrant consideration.
10±14
Racial and gender discrimination have been described in residency training programs, and program directors need to be cognizant of these findings and be intolerant of any such prejudice or unfairness.
15,16
Underlying Causes
It is important to consider underlying causes that may be contributing to the resident's poor performance. They can be conceptualized and classified into five categories: 1) behavioral issues such as those related to professionalism, 2) medical conditions including psychiatric illness, 3) difficulty coping with stress, 4) substance abuse, and 5) cognitive issues such as inadequate knowledge base or learning disabilities (about which there is no evidence).
Professionalism in medicine has been defined as`s erving the interests of the patient above one's own interest. Professionalism aspires to altruism, accountability, excellence, duty, service, honor, integrity, and respect for others.'' 17 The ABIM describes professionalism as``a commitment to the highest standards of excellence in the practice of medicine and in the generation and dissemination of knowledge; to sustain the interests and welfare of patients; and to be responsive to the health needs of society.'' 18 While there is little evidence about the best way to teach professionalism to residents or the optimal methods for dealing with a resident with a deficiency in this area, role modeling by faculty and resident colleagues is believed to be important.
19±21
Emotional impairment, including depression and posttraumatic stress disorder symptoms, is not uncommon during residency. 22±29 A national survey of internal medicine program directors showed that between 1979 to 1984, 56% of training programs granted leaves of absence to residents because of emotional impairment, with 1% of house staff requiring a leave of absence. 23 Twelve percent of those granted leave required psychiatric hospitalization, and 2% underwent chemical dependency programs. Most affected residents recovered with 79% continuing in medicine, but 10% dropped out of the profession; 5% attempted or committed suicide. Valko and Clayton conducted psychiatric interviews with 54 residents who had completed internships in medicine, surgery or pediatrics, and found that 30% had suffered significant depression during internship. 24 Four of the 16 interns had suicidal ideation, and three of them had suicide plans. Only one of the depressed interns consulted a psychiatrist. In another study of 124 interns and residents of all specialties in one hospital, Ford found that 33% of interns and 13% of Similarly in a study involving 88 medical housestaff, Reuben found a prevalence of depressive symptoms in 29% of first year residents, 22% in the second year, and 10% in the third year. 26 Hsu and Marshall surveyed over 2,000 Canadian housestaff, and 23% had some degree of depression and emotional distress. 27 Thus, depression or depressive symptoms were noted in about a quarter of medical residents and seemed to decrease in prevalence in later years of training. The stresses of residency training, both physical and mental, can contribute to poor performance in some residents. 30±43 36 It has been found that teaching housestaff coping skills and stress management can reduce their perceived level of stress.
44±47
Psychiatric counseling is often underutilized in treating residents in psychological distress. 48 It is recommended that the content of the counseling be kept confidential. The program director only needs to know if the resident is participating, whether the resident is fit for duty, and conditions of readiness for return to work. Residents' health insurance should cover the counseling sessions' fees; off-campus counseling sites and personnel are preferred in order to maintain confidentiality and prevent awkward working relations. Substance abuse by residents has been relatively well studied. 49±60 Risk factors for the development of substance abuse during residency training can be separated into factors inherent to the trainee (e.g., personal or family history of substance abuse, psychological vulnerability) and those that come into being during the training (e.g., heavy work load, stress, limited control, inadequate social support). 49 The detection of substance abuse can be difficult. A survey of emergency residency program directors has demonstrated a discrepancy between the number of residents suspected of having an alcohol problem by the program directors (1%) and the number of residents with a CAGE score consistent with alcoholism (12.6%). 56 The
American Medical Association reported in 1973 that impairment rates among physicians ranged from 2.3% to 3.2% for alcoholism and from 0.9% to 2% for other substance abuse. 57 In a national survey of a random sample of residents in United States, alcohol was found to be the most commonly used substance of abuse with 5% reporting daily use; marijuana was used by 0.3% on a daily basis; whereas 3.7% reported using benzodiazepines and 1.4% reported using cocaine within the last month. 58 While resident physicians have a lower rate of substance abuse compared to their nonphysician age-matched peers, use of benzodiazepines and prescription opiates is higher and often begins during residency training when the privilege of prescribing is conferred. 52, 59 In a study by Jex et al. selfprescribed benzodiazepines were associated with the perceived stresses of residency training. 60 
Management
The circumstances and the nature of the problem dictate the appropriate remedial actions. Acknowledgement and attempts to resolve any underlying causes should be addressed first. Ideally, the intervention will focus specifically on the problem, and a well-defined plan can be outlined with the resident's input and participation. The process should have an established time-line with measurable goals, and a well thought-out evaluation with clear consequences for failure to improve. Follow-up and decision making are vital steps in the evaluation process to ensure that the resident has met the expectation and objectives. Possible outcomes for a given resident include advancement and promotion without consequences, additional training, leave of absence, reduced duty until problems are resolved, nonrenewal of contract, or immediate dismissal. It is important for the program director to also consider the issues of fairness and morale of other house officers, when deciding upon the optimal course of actions. It is thought to be detrimental if problems are either not addressed or unfairly punished. Another difficult decision is whether the time during the remedial process should be counted towards the completion of the residency training.
In our recent study, program directors believed that frequent feedback sessions (65%) and an assigned mentor for structured supervision (53%) were the two most helpful interventions.
2 Some authors have hypothesized that the strategies implemented to support the well-being of house officers 61±63 (see Early Detection and Prevention and Table 2) may be useful in the management of problem residents; however, formal studies evaluating the utility of these interventions in this setting have not been performed. Because very little research has focused on this topic, the following recommendations (as well as those noted in Early Detection and Prevention) are a compilation of information gathered from the additional sources of information (interviews and workshops) and the authors' perspectives.
Approximately twenty percent of program directors state that they avoid the issues of problem residents in fear of legal retribution (ABIM Marginal Resident Project, personal communication). Legal repercussions are common in that almost half of program directors acknowledged having been threatened by litigation as a result of their experiences with problem residents. 2 It is thus important for the program to have in place a due process for the resident under scrutiny and to document clearly the procedures undertaken. Under academic due process, the residency program should (1) notify the resident of the concern early on, (2) allow the resident to discuss the issues, voicing his or her point of view, and (3) be clear that competency is judged by professional standards. While it is the responsibility of the resident to improve, it is also the duty of the faculty to facilitate the process. Continuous open channels of communication between the problem resident and the program may also decrease the likelihood of legal action. 6 Probation is reserved for disciplinary action taken for clearly unacceptable behavior such as confirmed substance abuse, falsifying information, or unethical behaviors. Depending on specific state laws, these incidents may need to be reported to the State Licensure Board and placed on the permanent record of the physician.
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Early Detection and Prevention
Program directors may attempt to screen out potential problem residents in their pool of applicants to the program. Indicators such as medical school reputation, ranking, board scores, dean's letter, recommendation letters, or interviews may be helpful, but there is a lack of evidence to suggest that any of these data are predictive. Many would argue that it is difficult to predict the response and reaction of an individual to the stresses of residency and that more emphasis should be placed on detecting problem residents early and on effective interventions. In our interviews with program directors, they repeatedly stressed the importance of timely, accurate evaluations of residents. Fellow house officers have been shown to be able to detect impaired residents. 64 Ideally, residents would feel comfortable confronting their colleagues in a supportive way, as well as notifying the chief residents and program director. Because identification by this means is unlikely to occur consistently due to many factors, we would recommend that any complaints made by one house officer about another be thoroughly investigated. Settings where reflection on selfawareness and self-care, such as support groups, are also encouraged and may be beneficial. 61±63 Factors that are thought to be supportive to house officers, and may even prevent various problems, are listed in Table 2 . To date, however, no empiric data exist that conclusively prove the utility of these interventions.
CONCLUSIONS
Problem residents represent a significant challenge to medical educators. For many physicians, residency training represents the final supervised step in their prolonged educational journey that culminates in becoming a doctor. While the ideal approach to the identification, management and possibly prevention of problem residents has not been formally studied, this review has attempted to highlight what is known as well as make some thoughtful recommendations.
Several limitations of this review should be considered. First, the amount of published literature addressing many topics related to problem residents is inadequate. Most of the studies describe the results of cross-sectional surveys of program directors or residents. This study design relies on self-report, which may be inaccurate and biased for this sensitive topic. Second, this review has focused most of its attention on the resident as the individual with the problem. It remains unclear the extent to which the training culture, which is stressful and demanding, contributes to the problem and should be held accountable.
Challenges in conducting research about problem residents include the heterogeneity of this population of learners, the variability in the point at which different training programs will consider a trainee as a problem resident, and the fact that numerous problems observed on the job accompanied by several underlying causes are not infrequently seen in problem residents. This being said, additional research focusing on the most effective ways to identify problem residents, studies exploring underlying causes of poor resident performance (from the residents' perspective), and studies prospectively looking at the management of problem residents would contribute greatly to our knowledge in this area.
Although each problem resident requires individualized consideration, the application of a sound framework as outlined in this paper should prove helpful to both the resident and the residency program.
